A rude awakening: post-take ward round in the department of medicine for the elderly Nicholas Coni FRCP J R Soc Med 1998;91:471-474 SUMMARY This paper describes the post-take ward round of a department of medicine for the elderly (DME), to portray the nature of the medical admissions and their immediate management. The data concern the patients seen by one consultant in 28 such ward rounds during the last four months of 1997, in a teaching hospital where the DME is separate from the department of general internal medicine. 254 patients were seen, 107 men and 147 women, with an average age of 82.4 years (range 73-102). The decisions taken included diagnosis, further investigations, treatment, referral, discharge, and resuscitation status. Very few admissions were judged inappropriate, particularly among the majority referred by general practitioners. 101 patients were thought suitable for transfer to the department of general internal medicine, 109 definitely unsuitable.
INTRODUCTION
We have been hearing a great deal about the 'rising tide' of medical emergency admissions throughout the UK'-3, particularly in the elderly. What follows is a personal account of one consultant geriatrician's experience of the department of medicine for the elderly (DME) post-take ward round in a major teaching hospital at the end of 1997. My purpose is to describe what this rising tide consists of, and something of the process by which it is currently managed; I will refer to our internal organizational detail only where necessary since it is changing as I write. The post-take ward round was led by a consultant or occasionally a senior/specialist registrar, and he or she was accompanied by the on-call senior house officer and preregistration house officer (who were only of his own team occasionally and serendipitously), by a nurse in the medical admissions ward, and, on weekdays, by the staffgrade doctor whose duty it was to assume responsibility for the care of the patients on the medical admission ward to relieve the previous night's first on-call resident.
The hospital had separate wards and staff for the DME and general internal medicine (GIM) and its subspecialties. Patients over 75 were usually seen by the DME residents, and medical patients below that age by the GIM team, Addenbrooke's Hospital, Cambridge CB2 2QQ, UK although during the night there was a single combined team to comply as far as possible with the requirements for the junior doctors' hours. The teams separated again in the morning and attended their own ward rounds. The posttake ward round in this hospital has an unwritten agenda which includes the following business:
To confirm or to amend the diagnoses proposed by the oncall residents, both in the light of the information available at the time and any further information that has emerged since, and to agree on or to criticize constructively their Tables 1-4 give the presentation, diagnosis at the post-take ward round, associated disorders and the main decisions at the round. All the residents completed my questionnaire. The first question asked whether the post-take ward round could be 6 chose the third option, 2 the second, and 2 vacillated between the two. They were then given seven possible main functions of the post-take ward round: the top choice was planning further investigations and treatment, followed by confirming that the on-call team got it right or wrong, then teaching (but there should be more), then 'wrapping up the take' (handing over responsibility, giving house officers permission to go), then trying to discharge patients, finally 'everyone should be seen by a consultant within 24 hours'. One resident commented that the entertainment value could be high (without expanding further).
55 of the patients died during their admission. 89 of the case notes reviewed showed good concordance between post-take ward round diagnosis and that eventually recorded, but in 13 patients different conditions were subsequently noted on clinical examination, on investigation or at necropsy. These included two lymphomas, three other malignancies and, most importantly, one case of bacterial endocarditis (fatal). Two chest X-rays, unavailable at the ward round, subsequently revealed undiagnosed pneumonia; two other X-rays showed fractures (pelvis and hip), and two probable myocardial infarcts declared themselves through enzyme changes.
DISCUSSION
Of those whom I felt could be discharged within 48 hours, 19 had been referred by the general practitioner and 13 had come through the emergency department. Of those who could be discharged subject to a satisfactory 'road test' (a simple evaluation of mobility and stability, usually by a physiotherapist), 4 had been referred by general practitioner and 9 had come through the emergency department. If these patients are those most likely to include 'inappropriate admissions', the proportion of general practitioner referrals that were potentially inappropriate is thus 13% compared with the emergency department's 38%. One might conclude that the general practitioner is a more effective judge of the need for admission or that the case mix of the two groups is different (or both). Whatever the answer, any initiative to free beds should be aimed at facilitating discharge rather than reducing demand since it is the length of stay, not the original admission, that is inappropriate4.
The residents were unanimous in declaring that the consultants, even though they all claimed to follow regional specialty and British Geriatrics Society guidelines, varied greatly in their decisions on resuscitation status.
Of the decisions we make, only those relating to prescribing are (or should be) evidence based. Most of what we do neither is nor can be.
In the UK, the acute medical 'take' is shared between general physicians with specialized interests and geriatricians, or is managed by integrated departments. Other countries have fewer senior doctors working in the above categories but more who are highly specialized, so that patients can be looked after by the relevant specialist. The aged population described here does not fit neatly into single diagnostic groups, and needs to be sorted initially by a generalist. For patients over 75, the generalist should have a training in geriatric medicine5. Unless there are sufficient consultants to ensure that the post-take ward round does not coincide with a fixed commitment, either the round will receive less attention than it merits or the clinic patients or ward staff will be kept waiting-and will then encounter a harassed and jaded physician.
To make comparisons with other studies of admissions67 is difficult while the wide diversity in relationships between old-age medicine and GIM persists.
Despite difficulties in finding beds, the admissions ward worked well for the DME.
